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Abstract
This study examined whether a typology of perpetrators of intimate partner 
violence (IPV) could be replicated in a Dutch sample (N = 154) of self-referred 
IPV perpetrators using a structured risk assessment tool for relational 
violence (Brief Spousal Assault Form for the Evaluation of Risk [B-SAFER]). 
Our findings support the previous IPV perpetrator subtypes: low-level 
antisocial (LLA), family only (FO), psychopathology (PP), and generally violent/
antisocial (GVA). The subtypes differed on the descriptive dimensions general 
criminality, substance use, and mental health problems. The prevalence rates 
for each subtype were roughly comparable with those in previous studies. 
Contrary to expectation, the prevalence of the GVA subtype was relatively 
high in our self-referred sample compared with court-referred samples. Our 
findings suggest that structured risk assessment should be an integral part of 
the intake procedure for IPV perpetrators entering treatment, to assess their 
level of risk and to arrive at a tailored risk management strategy, regardless 
of setting or referral source.
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Annually, 200,000 people in the Netherlands become victim of domestic vio-
lence (Van der Veen & Bogaerts, 2010a). Domestic violence is defined as “a 
physical, mental or sexual violation of the personal integrity of the victim by 
a person from the victim’s family circle. This includes (ex)-partners, family 
members and family friends of the victim” (Van Dijk, Flight, Oppenhuis, & 
Duesmann, 1997, p. 8). Van Dijk and colleagues (1997) reported that 45% of 
a Dutch community sample had been a victim of domestic violence at some 
time in their life. Furthermore, 27% had ever been a victim of domestic vio-
lence, which occurred weekly or daily. A more recent study reported similar 
results; approximately, 40% of a Dutch community sample had ever been a 
victim of domestic violence and/or incident (Van der Veen & Bogaerts, 2010a). 
Two other national prevalence studies in the Netherlands (Lünnemann & 
Bruinsma, 2005; Van Dijk, Veen, & Cox, 2010) reported that a little less than 
half (40% and 46%) of all domestic violence offenses were committed by the 
ex-partner and more than one third (37% and 34%) by the current partner.
Since the mid-1990s, several typologies (of perpetrators) of intimate part-
ner violence (IPV) have been developed. There are typologies that focus 
more on the dominant type of violence used by a perpetrator (Emery, 2011; 
M. Johnson, 2008; Stark, 2007) and typologies that focus on empirically 
derived perpetrator types (Dixon & Browne, 2003; Holtzworth-Munroe & 
Stuart, 1994; R. Johnson et al., 2006; Van der Veen & Bogaerts, 2010b). As 
an example of a typology that focuses more on type of violence used, Stark 
(2007) detailed different coercive strategies that men use to control women. 
Likewise, M. Johnson (2008) proposed a distinction based on coercive con-
trol in intimate relationships, in which “intimate terrorism,” including vio-
lence deployed in the service of general control over one’s partner, is 
distinguished from “situational couple violence,” which does not include the 
systematic, controlling abuse associated with battering. Emery (2011) pro-
posed a more elaborate typology based on sociological building blocks: 
order, power, and the relationship between the violent act and relationship 
norms. A different, empirically derived, IPV perpetrator typology for which 
there exists consistent empirical support is the typology developed by 
Holtzworth-Munroe and Stuart (1994). They examined previous typologies 
of male batterers to determine the subtypes that consistently appeared across 
the IPV literature. In addition, they identified three underlying descriptive 
dimensions that distinguished IPV perpetrators on a consistent basis. These 
dimensions are as follows: severity and frequency of spousal physical vio-
lence, generality of violence, and perpetrators’ psychopathology (PP) and 
personality disorder. Three major subtypes were uncovered: family only, dys-
phoric/borderline (DB), and generally violent/antisocial (GVA; see Table 1). 
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is generally restricted to family members; these perpetrators do not engage in 
more general violence outside the home. There is little to no PP or personality 
disorder found in these cases (Holtzworth-Munroe & Stuart, 1994; White & 
Gondolf, 2000). DB perpetrators engage in moderate to severe IPV, including 
psychological and sexual abuse. This subtype is characterized by psychologi-
cal distress, borderline, and/or schizoid personality traits. Borderline person-
ality characteristics are defined by emotional instability, intense and unstable 
relationships, and fear of rejection and jealousy. In addition, DB perpetrators 
may experience problems with substance use (Holtzworth-Munroe & 
Meehan, 2004; Holtzworth-Munroe & Stuart, 1994; White & Gondolf, 2000). 
The third subtype consists of GVA cases: They engage in moderate to severe 
IPV, including psychological and sexual abuse. Different from the other sub-
types, these assaulters also engage in extra-familial aggression and are often 
characterized by an extensive history of criminal behavior and/or involve-
ment with the criminal justice system. They are most likely to be diagnosed 
with antisocial personality disorder or psychopathy. Moreover, individuals of 
this type may experience problems with substance use (Holtzworth-Munroe 
& Stuart, 1994; White & Gondolf, 2000). In a subsequent study by Holtzworth-
Munroe, Meehan, Herron, Rehman, and Stuart (2000), a fourth subtype 
emerged: the low-level antisocial subtype (LLA). Moderate scores on mea-
sures of seriousness of IPV, general violence, and antisociality characterize 
this subtype (see Table 1). On many assessment measures (e.g., drug use, 
violence, PP, justice involvement), the LLA type’s scores fell intermediate 
between the FO and GVA subtype.
The typology proposed by Holtzworth-Munroe and Stuart (1994) has 
repeatedly received empirical support in court-referred samples (Cunha & 
Gonçalves, 2013; Dixon & Browne, 2003; Huss & Ralston, 2008; R. Johnson 
et al., 2006; Thijssen & de Ruiter, 2011) as well as in community samples 
(Holtzworth-Munroe & Meehan, 2004; Holtzworth-Munroe et al., 2000; 
Langhinrichsen-Rohling, Huss, & Ramsey, 2000). Furthermore, a follow-up 
study demonstrated reasonable long-term (i.e., 1.5 to 3 years) stability of the 
typology (Holtzworth-Munroe, Meehan, Herron, Rehman, & Stuart, 2003). 
The FO subtype, in particular, proved to be the most stable subtype in con-
trast to the less stable DB subtype (Holtzworth-Munroe et al., 2003). 
However, the LLA subtype, as proposed by Holtzworth-Munroe and col-
leagues (2000), was not always found (e.g., the LLA subtype was not found 
in the community sample of Waltz, Babcock, Jacobson, & Gottman, 2000).
In a recent study, Thijssen and de Ruiter (2011) identified the four sub-
types of IPV perpetrators in a court-referred sample from the Dutch probation 
service. They used the three descriptive dimensions found by Holtzworth-
Munroe and Stuart (1994): severity of IPV, generality of violence, and PP/
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personality disorder. These dimensions were scored using four risk factors of 
the Brief Spousal Assault Form for the Evaluation of Risk (B-SAFER; Kropp, 
Hart, & Belfrage, 2005): violent acts, general criminality, substance use prob-
lems, and mental health problems. Findings of Thijssen and de Ruiter (2011) 
showed that the majority (37%) of their sample awaiting sentencing belonged 
to the FO subtype. However, a significant proportion (24%) of the sample 
belonged to the LLA subtype and another 18% belonged to the GVA subtype. 
R. Johnson and colleagues (2006) showed that approximately half (47%) of 
their court-referred sample consisted of the antisocial group (similar to the 
GVA subtype). In accordance, Dixon and Browne (2003) found significantly 
fewer FO batterers and more antisocial men in a court-referred sample, com-
pared with a self-referred sample.
In the current study, we will examine whether the IPV perpetrator typol-
ogy, as found by Holtzworth-Munroe and Stuart (1994) and Thijssen and de 
Ruiter (2011), is supported in a sample of IPV perpetrators self-referred to a 
regional mental health care center in the southwest of the Netherlands. 
Furthermore, we will compare the prevalence rates of the different subtypes 
in our sample with those in the Dutch court-ordered sample of Thijssen and 
de Ruiter (2011). Research has shown that the different subtypes have differ-
ent risk profiles (Cavanaugh & Gelles, 2005; De Ruiter, 2011). Knowing 
which subtypes occur in different samples can facilitate risk management. 
Several authors suggested that interventions targeted to address the individ-
ual criminogenic needs of specific subtypes may increase the effectiveness of 
risk management strategies (Andrews & Bonta, 2010; Cavanaugh & Gelles, 
2005; Murphy & Eckhardt, 2005). In this study, the B-SAFER will be used to 
identify the subtypes, using the methodology of Thijssen and de Ruiter 
(2011). Based on the previously discussed research (Dixon & Browne, 2003; 
Holtzworth-Munroe & Stuart, 1994; R. Johnson et al., 2006; Thijssen & de 
Ruiter, 2011), we expect to replicate the four subtypes. Because the FO sub-
type is often found to be more prevalent in self-referred samples, we expect 
that the FO subgroup will be larger in our self-referred outpatient sample than 
in the court-ordered sample of Thijssen and de Ruiter (2011). Reversely, it is 
expected that the GVA subgroup will be smaller in our sample, in comparison 
with the court-ordered sample.
Method
Sample
The sample consisted of 163 IPV perpetrators referred to GGZ West North 
Brabant (WNB), a mental health care center in the southwest of the 
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Netherlands. The majority of men were self-referred and enrolled volun-
tarily; however, a small group (n = 9) was referred by the Dutch probation 
service or other legal authority. These 9 cases were excluded for the present 
study, resulting in a sample of 154 self-referred IPV cases. At GGZ WNB, all 
men were admitted to an outpatient 12-week IPV and anger management 
group program, called “Niet meer door het lint” (“Not losing it anymore”; 
van Dam, Van Tilburg, Steenkist, & Buisman, 2009). This program is a man-
ualized cognitive-behavioral group therapy. Perpetrators are confronted with 
the consequences of their aggressive behaviors and taught alternative 
responses and behaviors. Components such as (social) skills training and 
anger management are combined. One treatment round, covering a period of 
3 months, consists of 12 weekly group sessions. The first three sessions focus 
on psycho-education about aggression, motivation for treatment, and setting 
treatment goals. The next sessions focus on aggression scenarios, triggers, 
and arousal awareness of the participants. Subsequent sessions teach tech-
niques to prevent and cope with aggression. These sessions include relax-
ation training, coping strategies, assertiveness and communication training, 
and emotion regulation practice (van Dam et al., 2009).
Files were retrieved for all individuals who had entered the program from 
November 2007 until January 2012. Inclusion criteria were male, able to read 
and write Dutch, and having committed any type of IPV. The age of the sam-
ple ranged from 17 to 76 years, with a mean age of 37.10 years (SD = 10.06). 
The majority of the sample (92.20%) was Dutch, 3.90% was Turkish, 1.90% 
Surinamese, and 1.90% had another ethnic background. The majority 
(83.30%) had a relationship with an intimate partner at the time of intake; the 
remainder was single. Almost half (48.70%) of the sample had been in con-
tact with police or the criminal justice system at some point in their life.
Instrument
B-SAFER (Kropp et al., 2005) is a structured professional judgment instrument 
for assessing the risk of spousal assault. In the present study, the Dutch version 
of the B-SAFER (De Ruiter, 2009) was used to identify subtypes. The 
B-SAFER was scored by two of the authors based on the patient’s records. The 
B-SAFER contains 10 risk factors that are divided into two sections. The first 
section includes 5 risk factors related to the perpetrator’s history of IPV, such 
as violent acts, threats, and court orders. The second section includes 5 risk fac-
tors related to the perpetrator’s history of psychosocial functioning, such as 
general criminality, intimate relationship problems, and mental health prob-
lems. The presence of these risk factors is coded using a 3-point scale, reflect-
ing the degree to which the risk factor is present (“Y” = definitely present = 2, 
“?” = possibly or partially present = 1, “N” = absent = 0). When there is not 
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enough information available on a certain risk factor or when the available 
information is considered invalid, the risk factor is left un-coded (i.e., omitted; 
Kropp et al., 2005). After scoring the individual items, a final risk judgment is 
made about the prospective risk in the short term (within 2 months) and in the 
long term (2 months and beyond). This final risk rating is coded as low (L = 0), 
moderate (M = 1), or high (H = 2; Kropp et al., 2005).
There is evidence for good construct and concurrent validity for the 
B-SAFER (Au et al., 2008). Predictive validity was found to be moderate (Au 
et al., 2008). However, in a more recent study, Belfrage and Strand (2012) 
found a poor predictive power of police risk assessments: The higher the 
police-assessed risk, the lower the recidivism rate. Nevertheless, this could 
be explained by the fact that the police only interfered when the risk was 
assessed as high.
The interrater reliability of the B-SAFER proved to be good (De Ruiter, de 
Jong, Reus, & Thijssen, 2008). In the present study, the interrater reliability 
of the B-SAFER was examined using the intraclass correlation coefficient 
(ICC). A two-way random effects model in combination with the absolute 
agreement type was used (McGraw & Wong, 1996; Shrout & Fleiss, 1979). 
For single measure ICCs, the following critical values were selected: ICC ≥ 
.75 = excellent, .60 ≤ ICC < .75 = good, .40 ≤ ICC < .60 = moderate, ICC < 
.40 = poor (Fleiss, 1986). The ICCs were calculated for 37 cases indepen-
dently scored by the two raters. The single measure ICC ranged from .24 to 
.86 with a mean of .63, for all B-SAFER items. The B-SAFER items used in 
the present study (violent acts, general criminality, substance use problems, 
and mental health problems) demonstrated good to excellent interrater reli-
ability (all ICCs ≥ .72; see Table 2).
Procedure
The present study is a retrospective file study. Demographic data were 
obtained from intake reports. Demographic data consisted of age, gender, 




Substance use problems .75
Mental health problems .75
Note. ICC = intraclass correlation coefficient; B-SAFER = Brief Spousal Assault Form for the 
Evaluation of Risk.
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education level, work, relationship status, and a self-reported history of crim-
inal justice contact. All risk factors of the B-SAFER were retrospectively 
coded for each individual patient record. Files contained at least an intake 
report and treatment progress reports for every session attended. Sometimes 
there was an official criminal record and/or previous mental health reports. 
Two raters, who had received a 1-day training in coding the B-SAFER, inde-
pendently coded 10 practice cases and discussed them in a consensus meet-
ing. The two raters independently coded 37 files, for which interrater 
reliability was calculated. All risk factors were coded separately for the year 
prior to intake and for the past before this year.
In this study, the B-SAFER was used as a classification tool. Holtzworth-
Munroe and Stuart (1994) identified three underlying descriptive dimensions 
to divide spousal assaulters into the previously discussed field-driven typol-
ogy. The B-SAFER can be used to measure these descriptive dimensions 
(Thijssen & de Ruiter, 2011). The descriptive dimension “severity of IPV” 
was measured by the first risk factor, “violent acts.” Violent acts consist of 
actual as well as attempted physical harm. They also include actual or 
attempted sexual violence and actual or attempted use of weapons (Kropp et 
al., 2005). The second descriptive dimension “generality of violence” was 
measured by Item 6 “general criminality.” General criminality demonstrates 
itself through the engagement in persistent, frequent, or diverse antisocial 
behavior, of which general violence may be a part (Kropp et al., 2005). Item 
10 of the B-SAFER “mental health problems” can be used to measure the 
third descriptive dimension “PP/personality disorders.” Mental health prob-
lems include disturbances of thought and perceptions (i.e., delusions and hal-
lucinations), intellectual or cognitive deficits, emotional problems (i.e., 
depression, mania, and extreme anger or anxiety), and disorganized behav-
iors (i.e., impulsivity, suicidality; Kropp et al., 2005). In addition, Item 9 
“substance use problems” was used to assess the PP dimension. Substance 
use problems consist of illegal drug use as well as the abuse of legal drugs, 
such as alcohol and/or prescribed medications (Kropp et al., 2005).
For all analyses, items coded as omitted (because of missing information) 
were replaced by a 0 (absent). By replacing the omitted items by 0, we obtain 
a conservative risk estimate. In total, 16 omitted items were replaced by 0, 
which is approximately 1% of all coded items.
Analyses
K-means cluster analysis was used to examine whether the four subtypes as 
proposed by Holtzworth-Munroe and colleagues (2000) could be detected. 
This analysis produces a designated number of clusters. We followed similar 
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procedures to Holtzworth-Munroe et al. (2000) and Thijssen and de Ruiter 
(2011). We used cluster centers produced by the initial cluster in a k-means 
cluster analysis to confirm the original cluster membership, setting it for two, 
three, and four clusters, respectively. Variables selected for the cluster analy-
sis were the four risk factors from the B-SAFER, as previously mentioned. 
The selection of variables is very important in cluster analysis, as they define 
the establishment of the resulting clusters.
Subsequent to the k-means cluster analysis, a series of one-way ANOVAs 
was carried out to examine differences between the clusters. In addition, post 
hoc comparisons were carried out for the four relevant B-SAFER items. 
Prevalence rates for the subtypes were determined for our self-referred sam-
ple. These prevalence rates were compared with the prevalence rates of the 
sample of Thijssen and de Ruiter (2011) by means of a chi-square test.
Results
The four risk factors from the B-SAFER selected for the k-means cluster 
analysis were effective in distinguishing the four subtypes by Thijssen and de 
Ruiter (2011). Several k-means cluster analyses were performed, setting k at 
2, 3, or 4 clusters. Consistent with our expectation, a four-cluster solution was 
found to best fit the present data. The four clusters we found were labeled as 
follows: LLA (n = 41, 26%), FO (n = 43, 28%), PP (n = 35, 23%), and GVA 
(n = 35, 23%).
The four subtypes were compared by means of a series of one-way 
ANOVAs, carried out for the four B-SAFER items. The subtypes did not 
differ on the item “violent acts” (for the preceding year and past), F(3, 150) 
= 0.83, ns, and F(3, 150) = 1.62, ns, respectively. A significant difference 
across the clusters was found for “general criminality” for the preceding 
year, F(3, 150) = 14.22, p < .001, and for the past, F(3, 150) = 40.52, p < 
.001. Furthermore, a significant difference was found for the item “sub-
stance use problems” for the preceding year, F(3, 150) = 102.74, p < .001, as 
well as for the past, F(3, 150) = 121.3, p < .001. For the item “mental health 
problems,” a significant difference was found between the clusters for the 
preceding year, F(3, 150) = 26.37, p < .001, and for the past, F(3, 150) = 
67.13, p < .001 (see Table 3).
Cluster 1: LLA (n = 41, 26%)
Cluster 1 (n = 41) was labeled the low-level antisocial subtype, because these 
individuals had moderate to high scores on “violent acts.” Individuals in this 
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from the GVA subtype (p < .001). However, they had a significantly higher 
score on “substance use problems” than Clusters 2 (FO) and 3 (PP), for both 
the preceding year, as well as for the past (p < .001). LLA perpetrators did not 
differ from Cluster 4 (GVA) on “substance use problems” in the past, yet they 
scored significantly higher (p < .05) in the preceding year. On the item “men-
tal health problems,” this subtype fell between Cluster 2 (FO) and Cluster 4 
(GVA), for both the preceding year and the past. This cluster resembles most 
closely the LLA subtype found by Thijssen and de Ruiter (2011).
Cluster 2: Family Only (FO; n = 43, 28%)
Cluster 2 (n= 43) was labeled the family only subtype. Individuals in this 
cluster scored the lowest on most items. On the item “violent acts,” this clus-
ter scored the lowest although the difference was not significant. Together 
with Clusters 1 and 3, this cluster scored significantly lower than Cluster 4 
(GVA; p < .001) on “general criminality” (in the preceding year as well as in 
the past). On “substance use problems,” this cluster scored significantly 
lower than Clusters 1 (LLA; p < .001) and 4 (GVA; p < .001), but did not dif-
fer from Cluster 3 (PP; p = .072), for both the preceding year and the past. 
Furthermore, together with Cluster 1 (LLA), this cluster scored lowest on 
“mental health problems” for the preceding year (p < .001) and scored sig-
nificantly lower than all three clusters for the past (p < .001). This cluster 
resembles the FO of Thijssen and de Ruiter (2011).
Cluster 3: PP (n = 35, 23%)
Cluster 3 (n = 35) was labeled the psychopathology subtype. Similar to the PP 
subtype found by Thijssen and de Ruiter (2011), this cluster could not be 
labeled dysphoric/borderline, because the item “mental health problems” 
covers all types of mental health issues. This cluster received low to moderate 
scores on most items but a high score on “mental health problems.” “Mental 
health problems” were significantly higher than Clusters 1 (LLA) and 2 (FO), 
for both the preceding year and the past (p < .001). Individuals in this cluster 
scored moderate on “violent acts.” On “general criminality,” this cluster 
scored low and significantly lower than Cluster 4 (GVA; p < .001), for both 
the preceding year and the past. Furthermore, this cluster scored lowest on 
“substance use problems,” significantly lower than clusters LLA and GVA, 
for the preceding year as well as the past (p < .001) but did not differ from 
cluster FO. This PP subtype resembles the DB subtype of Holtzworth-Munroe 
and Stuart’s (1994) typology and the PP cluster as found by Thijssen and de 
Ruiter (2011).
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Cluster 4: GVA (n = 35, 23%)
Cluster 4 (n = 35) was labeled the generally violent/antisocial subtype, and 
this cluster scored high on almost all four B-SAFER items. Although not 
significantly different from the other clusters, they had the highest score 
on “violent acts.” On “general criminality,” this cluster scored signifi-
cantly higher than the other clusters, for the preceding year as well as for 
the past (p < .001). Furthermore, this cluster scored significantly higher 
than clusters FO and PP on “substance use problems” for the preceding 
year and the past (p < .001). In addition, this cluster scored significantly 
higher on “mental health problems” than clusters LLA and FO, for both the 
preceding year as well as the past (p < .001), but did not differ from the PP 
subtype. This subtype resembles most closely the GVA of Thijssen and de 
Ruiter (2011).
Prevalence Rates
The prevalence rates of the subtypes in our self-referred outpatient sample 
were compared with those in the court-ordered sample of Thijssen and de 
Ruiter (2011; see Table 4). The LLA and PP subtype prevalence rates were 
roughly comparable with the sample in Thijssen and de Ruiter (2011). In 
contrast to our hypothesis, the FO subgroup was larger in the court-ordered 
sample (n = 54, 37%) than in ours (n = 43, 28%); in both studies, this sub-
type was the largest subgroup. In addition, the GVA seemed somewhat more 
prevalent in our self-referred sample (n = 35, 23%) than in the court-ordered 
sample (Thijssen & de Ruiter, 2011; n = 26, 18%). A chi-square test was 
conducted to examine the differences in the two samples. Results showed 
that the differences in prevalence rates were not statistically significant, 
χ2(3, n = 100) = 3.94, p = .27.





Thijssen and de Ruiter’s (2011) 
Court-Ordered Sample
LLA 26% (n = 41) 24% (n = 35)
PP 23% (n = 35) 21% (n = 31)
FO 28% (n = 43) 37% (n = 54)
GVA 23% (n = 35) 18% (n = 26)
Note. LLA = low-level antisocial; PP = psychopathology; FO = family only; GVA = generally 
violent/antisocial.
1670 Journal of Interpersonal Violence 32(11)
Discussion
The present study replicated Thijssen and de Ruiter’s (2011) findings in a 
sample of self-referred IPV perpetrators. The four subtypes were as follows: 
LLA, FO, PP, and GVA, in accordance with previous research. These sub-
types differed on the descriptive dimensions general criminality, substance 
use problems, and mental health problems. These results are in line with pre-
vious research, indicating that IPV perpetrators can be meaningfully divided 
into different subtypes (Cunha & Gonçalves, 2013; Dixon & Browne, 2003; 
Holtzworth-Munroe & Stuart, 1994; Holtzworth-Munroe et al., 2000; 
Holtzworth-Munroe & Meehan, 2004; Huss & Ralston, 2008; R. Johnson et 
al., 2006; Langhinrichsen-Rohling et al., 2000; Thijssen & de Ruiter, 2011).
Individuals in the LLA subtype engage in moderate to serious violent acts 
and little to no general criminality. However, our LLA subtype differed from 
the LLA subtype of Thijssen and de Ruiter (2011), in that our LLA subtype 
had significantly more substance use problems, compared with the other sub-
types. This can perhaps be explained by the particular setting from which our 
subjects were recruited: The mental health center where treatment is offered 
receives referrals from the local addiction treatment clinic. Furthermore, in 
the geographic region of West-Brabant, 301 to 400 per 100,000 residents 
sought help for addiction problems in 2012, which is much higher than the 
national mean annual prevalence. For instance, addiction to gamma-hydroxy-
butyric acid (GHB) rates are as high as >25 per 100,000 residents, compared 
with a national mean of 5 per 100,000 (Wisselink, Kuijpers, & Mol, 2013).
The FO subtype shows moderately severe IPV and is not likely to engage 
in general antisocial behavior. In addition, they are the least likely to have 
substance use and mental health problems. The FO cluster is the largest group 
in our self-referred outpatient sample, which is in line with our hypothesis 
and previous research (Dixon & Browne, 2003; R. Johnson et al., 2006), and 
concurs with the prevalence rates of Thijssen and de Ruiter (2011), who also 
found the FO cluster to be the largest group in their Dutch court-referred 
sample. An explanation for this finding might be that the FO subtype is the 
most common subtype in IPV research, regardless of the type of referral 
(Cavanaugh & Gelles, 2005).
The PP subtype resembles Holtzworth-Munroe and Stuart’s (1994) DB 
subtype but could not be labeled as such, as the item “mental health prob-
lems” we used covers all types of mental health problems and not only bor-
derline symptomatology. Individuals in this subtype are more likely than the 
LLA and FO subtypes to have mental health problems. They engage in low-
to-moderately violent acts and general criminality, and are not likely to have 
substance use problems.
Serie et al. 1671
Finally, the GVA subtype demonstrates serious IPV, and they are most 
likely to engage in general criminal behavior, compared with the other sub-
types. In addition, this subtype has serious substance use and mental health 
problems. The GVA subtype (23%) is the least prevalent (together with the 
PP subtype) in our self-referred sample. Contrary to our expectation, the 
GVA subtype was somewhat more prevalent than the GVA subtype (18%) 
in the court-referred sample of Thijssen and de Ruiter (2011). However, 
statistical analyses revealed that this difference was not significant. This 
finding could perhaps be explained by the fact that some clients reported to 
us they participated voluntarily in treatment to obtain a more favorable 
position in possible future legal proceedings. GVA perpetrators, who are 
charged for their IPV, may try to evade legal prosecution by engaging in 
voluntary treatment.
Our findings indicate it is possible to distinguish IPV perpetrators across 
subtypes. The B-SAFER has again shown itself to be a useful tool for distin-
guishing subtypes. Results showed no significant differences between the 
prevalence rates of the subtypes in our self-referred outpatient sample and the 
court-ordered sample of Thijssen and de Ruiter (2011). Unexpectedly, the 
prevalence of the GVA subtype was relatively high in our sample, compared 
with the previous court-ordered sample.
All subtypes in the present sample were indiscriminately admitted to the 
treatment program on the basis of a general intake procedure that did not 
include a structured violence risk assessment. Most current IPV treatment 
programs in the Netherlands use little to no mechanisms through which they 
match the treatment to specific individual criminogenic needs. In addition, 
little consideration is given to the level of risk for reoffending (Cavanaugh & 
Gelles, 2005; Tierolf, Lünnemann, & Steketee, 2014). Tierolf and colleagues 
(2014) recommended the use of structured risk assessment in all cases of IPV 
to be able to provide an adequate safety/risk management plan, which is not 
practiced at present.
As previously stated, the GVA batterers are seriously violent and are most 
likely to engage in general criminal behavior. In addition, this subtype has 
serious substance use and mental health problems. Moreover, they are 4 times 
more likely to drop out and have a higher risk for future IPV (Huss & Ralston, 
2008; Langhinrichsen-Rohling et al., 2000; Thijssen & de Ruiter, 2011). 
Although we expected only a small percentage of this subtype in our self-
referred sample, our findings contradict this assumption. On the basis of our 
study’s findings and in accordance with Tierolf et al. (2014), we recommend 
the implementation of structured risk assessment of domestic violence risk to 
assist risk management and treatment planning as a standard practice in the 
intake procedure for IPV interventions, regardless of the setting.
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Structured risk assessment can be used to inform risk management plan-
ning, for example, in the form of matching of risk, need, and responsivity 
(RNR; Andrews & Bonta, 2010; Cavanaugh & Gelles, 2005; Holtzworth-
Munroe et al., 2000; Huss, Covell, & Langhinrichsen-Rohling, 2006; Murphy 
& Eckhardt, 2005). Treatment programs that follow the principles of RNR 
(Andrews & Bonta, 2010) have the largest effect sizes in reducing violent 
recidivism. The risk principle states that the intensity of treatment should be 
matched to the risk level of the offender (i.e., high-risk offenders should 
receive high-intensity services, while low-risk offenders should receive low-
intensity services). The need principle indicates that effective treatment pro-
grams should target the offender’s criminogenic needs (e.g., PP, substance 
abuse, procriminal attitudes). The responsivity principle states that effective 
treatment is tailored to the cognitive capabilities and learning style of the 
participant (Andrews & Bonta, 2010).
A number of scholars in the field of IPV have concluded that there exists 
limited scientific support for the effectiveness of treatment programs for this 
target group (e.g., Babcock, Green, & Robie, 2004; Saunders, 2008; Stover, 
Meadows, & Kaufman, 2009). A study of treatment effectiveness of IPV 
treatment programs in the four largest cities in the Netherlands concluded 
that 1½ year after intake, half of the women who experienced IPV and sought 
help were still a victim of serious physical violence (Tierolf et al., 2014). In 
addition, high attrition is a serious problem in IPV treatment; attrition rates 
range from 22% to 90%, with higher rates in self-referred samples than in 
court-ordered ones (Brown, O’Leary, & Feldbau, 1997; Jewell & Wormith, 
2010; Rooney & Hanson, 2001). However, batterer subtypes differ greatly in 
terms of attrition rates. The characteristics of treatment dropouts (e.g., young, 
low income, from abusive families, prior criminal history, substance abuse) 
are found to be similar to the characteristics of assaulters with a high risk of 
recidivism, such as the GVA subtype (Bowen & Gilchrist, 2006; Buttel & 
Carney, 2008; Huss & Ralston, 2008; Jewell & Wormith, 2010; Rooney & 
Hanson, 2001). Along similar lines, research indicates that IPV perpetrators 
who resemble the GVA subtype were the least likely to complete treatment, 
in comparison with the FO and DB batterers (Langhinrichsen-Rohling et al., 
2000).
Although we were able to replicate the findings of Thijssen and de Ruiter 
(2011) in a self-referred sample, this study has some important limitations. 
First, the coding of the B-SAFER was sometimes difficult as not all patient 
files were complete or sufficiently detailed. Still, interrater agreement for the 
two raters was good to excellent, indicating the quality of the files was ade-
quate to achieve consensus. Second, the four clusters did not differ signifi-
cantly on the item “violent acts.” In comparison with Thijssen and de Ruiter 
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(2011), the average scores on this item were higher in our study. Especially, the 
scores of the LLA subtype and the past score of the FO subtype were higher in 
our sample. Possibly due to these higher scores, the differences found between 
the subtypes by Thijssen and de Ruiter (2011) were not replicated in our study. 
We can only speculate about the reasons for this divergence in severity of the 
violent IPV acts. Perhaps the court-referred sample tends toward minimization 
of the actual violent behavior toward the partner, because they have just been 
arrested by the police and are still awaiting the court’s decision. The self-
referred sample is perhaps a bit more open about their violent behaviors, 
because they do not have to fear sentencing. Finally, our sample is not a random 
sample drawn from the community. This means we should be careful in gener-
alizing our findings to the general population of spousal assaulters.
In summary, our findings replicate the IPV typology developed by 
Holtzworth-Munroe, distinguishing four subtypes: LLA, FO, PP, and GVA. 
Furthermore, our findings underscore the relevance of structured risk assess-
ment for IPV, which can be used to assist in referral to tailored treatment and 
effective risk management.
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